The aim of this study was to modify and determine the dimensions and themes of the patient safety culture tool by MaPSaF. This study was a qualitative design with study literature approach. The result of this study was MaPSaF composed of 10 dimensions of patient safety culture with 24 aspects which contain with the statements in each theme. The dimensions are commitment to overall continuous improvement, priority given to safety, system errors and individual responsibility, recording incidents and best practice, evaluating incidents and best practice, learning and affecting change, communication about safety issues, personnel management and safety issues, staff education and training, and teamwork. The aspects are the commitment to improvement, audit, policies, priority of patient safety, risk management system, implementation of patient safety, the cause of the incident, patient safety culture, reporting feeling and system, data analysis, the focus and result of investigation, incidents learning, the people in deciding of change, communication about patient safety between staff, patient or both, share the information, supporting the staff, training needs and purposes, team structure, the flow of information and sharing. 
INTRODUCTION
In this era patient safety is one of the many critical issues in hospitals that often published and became a focus in Indonesia and international. Patient safety in the hospital then becomes an important issue because of the many cases of medical errors that occur in many countries. 1 Patient safety incidents are errors made by people at the frontline of operations (eg, in the case of medication administration, this is most likely to be a nurse). 2 Each year in the United States nearly 100,000 patients who were hospitalized died because of medical error, other than that the research also proved that the deaths due to medical injury 50% of which are preventable. 3 Institute of Medicine (IOM) United States in 2000 published the report "To Err is Human, Building to Safer Health System" which states that hospitals in Utah and Colorado found adverse event was 2.9% and 6.6% died, while in New York found adverse event was 3.7% and 13.6% died. Furthermore, mortality due to adverse event in | 160 | hospitalized patients in the United States totaled 33.6 million per year range 44000-98000 people. In the other hand, the publication of the WHO in 2004 declared adverse event was in range of 3.2% -16.6% at the hospitals in various countries such as US, UK, Denmark and Australia. 3, 4 So, the IOM highlighted the importance os safety culture by starting that "health care organizations must develop a culture of safety such that an organization's care processes and workforce are focused on improving the reability and safety of care for patients". 3 There are two fundamental assumptions underlying much of the safety culture study: (1) a positive safety culture is associated with improved safety performance5 and (2) it is possible to improve the culture of an organization. 7 To date, most patient safety study has focused on hospital care and tools to measure and maturity level of safety culture in hospitals have been developed and tested. 8, 9 Although we know that patient safety is a concern in health care settings, study on how to improve patient safety in health care remains underdeveloped. 9, 10 There are no tools designed to assess safety culture in Indonesia hospitals.
However, a United Kingdom group has developed a tool-the Manchester Patient Safety Framework (MaPSaF)-to assess and maturity safety culture in UK Primary Care Trusts.5 In this study we aimed to modify the MaPSaF and determine the dimensions and aspects of the patient safety culture By Mapsaf as Form of Questionnaire Tool Development. Development of the Manchester Patient Safety Framework (MaPSaF) Several instruments with differing characteristics are available to assess the generic concept of patient safety culture, which is part of organizational culture.
In recent years some specific instruments have been developed to measure the patient safety culture, such as Hospital Survey on Patient Safety Culture (HSOPSC) from the Agency for Healthcare Research and Quality (AHRQ) in the USA, Manchester Patient Safety Assessment Framework (MaPSaF) from the University of Manchester in the UK, Safety Attitudes Questionnaire from the University of Texas/Johns Hopkins University in the USA. 11 In addition, a number of other instruments used were commented on, but not directly recommended. These instrument tend to be based on surveys of the organization's culture, emphasising individual attitudes and opinions, share beliefs, values and assumption. Suggest patient safety research has focused on hospital care and tools to measure and strengthen safety culture in hospitals have been developed and tested. 12 In order to improve safety culture, it is essential to base changes on a framework of safety culture that takes into account the multidimensional nature of the concept.
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In line with this idea, Parker et al. looked to the theoretical typology of organization culture based on James Reason's adaption of the Westrum model. 13, 14, 15 This typology distinguishes between cultures based on how information is handled, and identifies three different levels of organizational culture -pathological, bureaucratic and generative. In addition to detailing the style of information processing in a unit, the typology references the role of leaders who shape the unit's culture through their symbolic actions and provide rewards and punishments that communicate what they feel is important; these then influence the views of the workforce. 16 Westrum suggests that good information flow and processing has important effects on patient safety (such as good teamwork), and that an open and generative culture means a better uptake of innovations and response to danger signals. 15 First adapted this framework for an empirical study in the petroleum industry, extending the number of levels of safety culture to five and applying them to a range of dimensions. 11 This resulted in a normative framework identifying "good" or "bad" safety cultures and illustrating how safety culture could be improved. The framework also facilitated the comparison of organizational cultures and subcultures. 17 This work was then expanded to the healthcare field with the development of the Manchester Patient Safety Framework. This framework was developed through extensive reviews of the literature in healthcare and consultations with experts in the field.
The form that MaPSaF takes is informed by two key points. The first is that organizations do not either have, or not have a safety culture. Rather they develop a safety culture over time, passing through several stages of development. The second key point is that safety culture is not a separate tangible aspect of the organization, but rather an emergent property that manifests itself in all safety related aspects of the organization. Therefore, a useful safety culture assessment tool ought to consider multiple aspects, or dimensions, of safety culture, separately, and not simply provide one overall "score" for safety culture, which might disguise a complex picture of relative strengths and weaknesses. In other words, in order to develop an understanding of the subtle and complex nature of safety culture in healthcare organizations, a multidimensional measurement tool is needed. 18 MaPSaF handles both of these points, allowing users to consider both the multi-dimensional nature, and the stage of development of the safety culture in their organization. In the version for use in primary care settings, the nine dimensions of safety culture covered are as follows : (1) overall commitment to quality, (2) priority given to patient safety, (3) perceptions of the causes of patient safety incidents and their identification, (4) investigating patient safety incidents, (5) organizational learning following a patient safety incident, (6) communication about safety issues, (7) personnel management and safety issues, (8) staff education and training about safety issues, (9) team working around safety issues. But in MaPSaF-acute care or hospital there is little difference in dimensions, which consists of 10 dimensions of patient safety culture, with the added dimension "system error and individual responsibility".
RESEARCH METHOD
This study focused on the development of patient safety culture tool. This is a qualitative research that used experts interview and literature study approach. The basis of this study was to establish the recent culture of organization level 8, so therefore the baseline is MaPSaF (Manchester Patient Safety Framework) from NPSA (National Patient Safety Agency).
The Manchester Patient Safety Framework (MaPSaF) is a tool to help NHS organization and healthcare teams assess their progress in developing a safety culture. MaPSaF uses critical dimensions of patient safety and for each of these describes five levels of increasingly mature organizational safety culture. The dimensions relate to areas where attitudes, values and behaviors about patient safety are likely to be reflected in the organization's working practices. For example, how patient safety incidents are investigated, staff education, and training in risk management.
MaPSaF can be used in many ways, for example: to facilitate reflection on patient safety culture, to stimulate discussion about the strengths and weaknesses of the patient safety culture, to reveal any differences in perception between staff groups, to help understand how a more mature safety culture might look, to help evaluate any specific intervention needed to change the patient safety culture. These can be applied at organizational or team level. 9 Methodological steps of this study was as follows: (1) determine the culture of patient safety as a variable that the tool will be developed, (2) to translate the MaPSaF by swore translator in the Language Training Centre, University of Muhammadiyah Yogyakarta, (3) formulated statements points for each dimension of patient safety culture that exist in the MaPSaF as an assessment tool, (4) validating the theoretical to the group of expert panelists as judges to adjust the meaning of the translation and select statement items of dimensional of patient safety culture, (5) conducting a pilot study of the tool through test re-test approach, (6) measure the reability stability obtained by test re-test result, (7) confirm to the experts to repair the toolson the unreliable statements.
RESULT AND DISCUSSION
Many of the experimental researches on patient safety culture in Indonesia using HSOPSC tool from AHRQ that has good validity value, but it can't explain the level of maturity of patient safety culture. At the beginning of the study, the results of discussions with experts chose a MaPSaF tool as a variable tool will be developed. This was done because MaPSaF has the maturity level of patient safety culture owned by hospital, which was divided into five levels: pathological, reactive, bureaucratic, proactive and generative 8 ( Table 1 ). The presence the cultural level can be used to follow-up on the development of patient safety culture, as well as to benchmark among hospitals in Indonesia, for example, hospitals that have been accredited plenary but patient safety culture is still low. We take patient safety seriously and do something when we have an incident. C -Bureaucratic
We have systems in place to manage patient safety.
D -Proactive
We are always on the alert/thinking about patient safety issues that might emerge.
E -Generative
Managing patient safety is an integral part of everything we do.
Furthermore, the translation result of MaPSaF (Table 2  & 3) was used to develop statement points of patient safety culture. Frameworks in MaPSaF was displayed in the form of a matrix briefly described the hospital at every level of patient safety culture are spelled out into 10 dimensions compiled by the research team of the University of Manchester consisting of psychologists, researchers in the field of health and other health professionals. Dimensions of patient safety culture by MaPSaF are: (1) commitment to overall continuous improvement, (2) priority given to patient safety, (3) system error and individual responsibility, (4) recording incidents and best practice, (5) evaluating incident and best practice, (6) learning and effecting change, (7) The next step was the elaboration of the aspect statements points for each dimension of patient safety culture, there are 24 aspects (Table 4) , namely: (1) commitment to improvement, (2) inspection/auditing, (3) SOP and policies, (4) priority given to patient safety (5) risk management system, (6) patient safety practices, (7) blame culture and punishment, (8) reporting system and usage, (9) staff feeling on reporting the incident, (10) data analysis, Commitment to overall continuous improvement 1) commitment to improvement 2) inspection / audit 3) SOP and policies Priority given to patient safety 4) priority given to patient safety 5) risk management system 6) implementation of patient safety System errors and individual responsibility 7) blame culture and punishment Recording incidents and best practice 8) reporting system and usage 9) staff feeling on reporting the incident 10) data analysis Evaluating incidents and best practice 11) focus of investigation 12) results/ output of investigation The composition of instrument statements was then validated by experts as the construct validity. The meaning of some statement have been selected which is suitable with the MaPSaF translation. The adjustment of meaning of research was expected to help respondents to understand and comprehend the contents of these instruments in the form of a questionnaire, for example for 3 rd dimension (Table 5 ). We carried out a test instrument to 3 respondents working in excellent accredited hospital. Tests performed twice on the same respondents with different day. The results of the pilot test of the instrument was used as stability reliability test used was re-test. The result are different answers from three different respondents 100% on 3 aspects contained in the instrument MaPSaF (Table 6 ). These aspects are (1) patient safety practises, (2) communicating with patients about safety and (3) the flow of information and sharing. Then the next step was to correct the statement which is not realiable by submitting to the expert to review again the meaning of the context of each description level of patient safety culture, by replacing the words on the unreliable statement (table 7) . Table 7 . Last Revison Before After Priority is given to patient safety Aspect 6. Implementation of patient safety Generative Implementation of patient safety is inherent to all activities in the hospital.
Tabel 5. Example of MaPSaF Instrumen Development
Implementation of patient safety is inherent to all activities in the hospital. Proactive
All staff involved in patient safety All staff involved in patient safety, but not entirely reflected in the activity of hospital Bureaucratic Implementation of the patient safety fail to respond the complexity of the problems that occur. The team is fully open to share with others from various local organizations, national, and international levels.
Proactive
The team is open to share the information included on outsiders.
The team is open to share information with outside parties with few restrictions. Bureaucratic
The mechanisms that regulate the information is not effective.
The mechanisms that regulate the communication already exists, but is not effective. Reactive
The flow of information continues in accordance with the appropriate level of the hierarchy of their respective interests
The flow of information flowing to team members after the incident. The team is defensive.
Pathological
The team members keep information Information is shared among the team members, but still keep each other.
The results provided by this tool allow decisionmakers to understand where they are doing well, and to celebrate these successes, as well as where there remain opportunities to enhance the safety culture. This information is conveyed through dimension summaries and graphic profiles that link to an overarching framework for safety maturity. The questionnaire provides a summary of safety culture dimensions, versus a copious amount of information from a large number of individual survey questions. With the MaPSCAT, decision-makers can examine their scores at these levels and refer back to the framework to see what types of statements and actions are aligned to higher levels of culture. It is important to provide results in a way that will ensure their uptake. this format may enhance decision makers' ability to do so. This unique way of studying and presenting the results may make MaPSCAT more appealing to decision-makers than previous tools as MaPSCAT helps to provide ideas and direction for moving the culture forward.
Using The Modified MaPSaF Tool
This questionnaire aims to ask respondent's opinions about patient safety issues in the unit and hospital where respondents work. To solve all the questions in this survey takes approximately 15-20 minutes. This questionnaire is not a test with right or wrong answers, most importantly respondents answered honestly according to the opinion and condition of respondents. This questionnaire consists of 10 dimensions, where each dimension has several different aspects (Table 8) . Each aspect is considered a question answered by the respondent by filling out a statement in accordance with the reality of the field/hospital, not an answer that describes the situation expected by the respondent. This questionnaire can be used optimally if all questions are answered. Grading depends on the statement chosen by the respondent on the questionnaire, if the researcher wants to avoid the bias then the researcher makes the questionnaire with the answer column randomly. The coding of answers is as follows: (1) MaPSaF tool include multiple dimensions of safety culture model, and five levels of development culture model of patient safety. The framework can be identified MaPSaF into 24 aspects within each dimension and modified by some statements as from of modfied questionnare. Some of these aspects are: (1) commitment to improvement, (2) inspection/auditing, (3) SOP and policies, (4) priority given to patient safety (5) risk management system, (6) patient safety practices, (7) blame culture and punishment, (8) reporting system and usage, (9) staff feeling on reporting the incident, (10) data analysis, (11) focus of investigation, (12) results/output of investigation, (13) learning from safety incidents, (14) who decide the change after the incident, (15) The tool can be used to identify the level of culture model of patient safety in hospital in Indonesia. It acknowledges the multidimensional and dynamic nature of the culture model, and allows the organization to assess their progress in developing the culture model of patient safety. This tool helps the health team in measuring their progress in making patient safety a major focus of their organization. This can help to determine the strengths and weaknesses the parts of the hospital so that the management or staff can improve culture of patient safety in the hospital in an effective manner. REFERENCE
